The patient was a 41 year old white woman who had had a normal childhood, but who had had frequent sore throats when aged about 16. She was allergic to tetracycline.
cated by intractable peripheral arthritis, is described. Three previous cases of selective IgA deficiency and AS have been reported, ail of whom had severe AS. It is suggested that selective IgA deficiency is a poor prognostic factor in AS and therefore warrants further investigation to determine the clinical course of such patients.
Selective IgA deficiency is the most common immunoglobulin deficiency. Its The patient was a 41 year old white woman who had had a normal childhood, but who had had frequent sore throats when aged about 16. She was allergic to tetracycline.
At the age of 17 her left knee swelled, followed shortly afterwards by the right knee. In the following year her neck and back became stiff and painful. She was diagnosed at the age of 18 as having AS. Later she developed pain in the feet, followed by disease of the elbows, metacarpophalangeal (MCP), and proximal interphalangeal (PIP) joints. By the age of 28 she had developed right wrist pain, and at 29 the wrist was considerably deformed and she had a spontaneous rupture of the extensor tendons to the right index, middle, and ring finger. Subsequently, both knees and the left ankle became tender and swollen and she had a stiff right shoulder.
On examination she had subluxation and ulnar deviation of the MCP joints on the left. The elbows had bilateral fixed flexion deformities of 5°on the left and 10°on the right, with a bony exostosis. External She was treated with non-steroidal antiinflammatory drugs; gold was stopped on two occasions owing to proteinuria, and penicillamine was stopped after nine months because of lack of efficacy. Pelvic radiographs showed ankylosis of the sacroiliac joints. The left hip had severe protrusion with marked concentric loss of joint space. The joint surfaces were a little irregular with subchondral sclerosis and cyst formation. The right hip showed modest joint space loss. Radiographs of the peripheral joints showed marked erosive arthritis affecting the knees, elbows, wrists, MCP, and PIP joints.
Her paternal grandmother and maternal aunt had AS. Immunoglobulin studies on the latter showed IgG 8-55 g/l (normal range 8-18), IgA 0-93 g/l (normal range 09-4-5), and IgM 2-9 g/l (normal range 0 6-2-8).
Discussion
We describe a female patient with selective IgA deficiency and severe spondylitic disease, later complicated by intractable peripheral arthritis. Although the unusual coexistence oftwo diseases (AS and 'seronegative rheumatoid arthritis') cannot be excluded, there is no reason to suppose that this case did not represent a single diagnosis-namely, severe intractable AS with peripheral arthritis. The patient was seronegative, had no subcutaneous nodules or other complications of rheumatoid arthritis, and radiographs showed a tendency to ankylosis. There 
